Osborne-Cotterill lesion is an osteochondral fracture located in the posterolateral margin of the humeral capitellum, which may be associated with a defect of the radial head after an elbow dislocation. This lesion causes instability by affecting the lateral ulnar collateral ligament over its capitellar insertion, which is associated with a residual capsular laxity, thereby leading to poor coverage of the radial head, and hence resulting in frequent dislocations. We present a 54-year-old patient, a physician who underwent trauma of the left elbow after falling from a bike and suffered a posterior dislocation fracture of the elbow. The patient subsequently presented episodes of instability, and additional work-up studies diagnosed the occurrence of Osborne-Cotterill lesion. An open reduction and internal fixation of the bony lesion was performed, with reinsertion of the lateral ligamentous complex. Three months after surgery, the patient was asymptomatic, having a flexion of 130º and extension of 0º, and resumed his daily activities without any limitation. Currently, the patient remains asymptomatic 2 years after the procedure. Elbow instability includes a large spectrum of pathological conditions that affect the biomechanics of the joint. The Osborne-Cotterill lesion is one among these conditions. It is a pathology that is often forgotten and easily overlooked. Undoubtedly, this lesion requires surgical intervention.
Sachs lesion of the shoulder; this was very similar to what was described by Osborne-Cotterill [5] . In these studies however, the importance of the lateral ligamentous complex is not recognized, and the definition of the "Osborne-Cotterill lesion" was updated in 2008, when it was determined that there needs to be an accompanying injury of the lateral ligamentous complex [6] . At present, repair of the lateral ligamentous complex is a standard procedure to treat consistent posterolateral instability of the elbow (Fig. 1 ).
Literature Review
Residual posterolateral instability and, moreover, the Osborne-Cotterill lesions, are regarded as forgotten diseases subsequent to traumatic pathologies of the elbow; this can partly be explained by their low occurrence, resulting in delayed diagnosis and treatment [6] . Patients with Osborne-Cotterill lesions may present with a wide range of symptoms, ranging from vague discomfort to recurrent dislocation [3] accompanied by lateral elbow pain and a clicking noise that usually appears with physical activity, resulting in an unstable joint to external rotation with valgus and axial load. Hence, all physical examination maneuvers at the time of acquiring the medical history reproduces this mechanism, leading to radial head dislocation. It is therefore advantageous to evaluate lateral stability of the elbow under anesthesia by performing the "pivot shift" that determines the posterior dislocation of the radial head and the increase in the ulnohumeral joint space, which was observed under fluoroscopy [3] .
Once the diagnosis is conjectured, the injury needs to be confirmed by imaging: anteroposterior, lateral, and oblique X-rays [5] may show an avulsion fracture of the origin or insertion of the lateral ligamentous complex, or posterior ridge of the capitellum that may or may not be associated with other lesions. The computed tomography (CT) scan of the elbow determines the extent of the lesion, and the relationship between the osseous defect of the capitellum and the radial head. The role of magnetic resonance imaging is controversial. A series of cases described report that the lateral ulnar collateral ligament can only be observed in healthy elbows of 50% of patients [3, 4] , indicating that the performance of magnetic resonance imaging to detect lateral ligamentous complex lesions is poor due to other interfering factors such as residual edema. The authors therefore recommend CT scan for all suspected cases of Osborne-Cotterill lesion.
In their initial description in 1966, Osborne and Cotterill recommend surgical intervention with occurrence of recurrent dislocations, or sense of permanent instability by the patient when performing daily activities. The suggested surgery was to repair the capsular and ligamentous laxity, usually present only in the lateral region, and simply repair the medial area if instability persists [4] .
Other authors [5, 6] have described lateral ulnar collateral ligament reconstruction using autologous graft of the palmaris longus, and occasionally with bone reconstruction using cortical bone graft to repair the defect of the capitellum. Kircher [5] reported a case in which an autologous chondrocyte implant was used for a posttraumatic defect of the capitellum, with good postoperative results and restoring ranges of motion. Schwarzkopf et al. [7] reported a case in which the patient presented with a Mason type IV fracture of the radial head, in addition to the Osborne-Cotterill lesion. Replacement of the radial head was performed after repairing the ligamentous complex, with subsequent anatomic reduction of the capitellum; the remaining defect was then filled with xenogeneic bone graft.
CASE REPORT
A 54-year-old physician had undergone trauma of the left elbow after a fall from a bike. Posterior dislocation of a fractured elbow was diagnosed at the emergency room. The anteroposterior X-ray revealed posterior dislocation of the elbow with osseous defect of the capitellum that was difficult to characterize, and fracture of the coronoid process. Closed reduction of the dislocation was performed, and subsequent CT scan revealed an avulsion fracture of the coronoid process with a 9-mm fragment gap, and a comminuted complex intra-articular fracture in the external and posterior aspect of the capitellum. An Osborne-Cotterill lesion was diagnosed a week later during the follow-up appointment (Fig. 2) .
The fracture dislocation of the elbow is interpreted as a severe triad variant accompanying an Osborne Cotterill lesion, since, in spite of not having osseous defect of the radial head, there is a fracture of the capitellum affecting the joint relationship with the radial head, associated with the extensive soft tissue lesion. Since the physical examination under anesthesia revealed instability of the elbow at an extension of more than 30º and varus instability, surgical intervention was decided for the patient (Fig. 3) . Using 3.0 suture anchors (Smith and Nephew, London, UK), an open reduction and internal fixation of the posterior capitellum fracture was performed by applying the posterior universal approach to the el-bow. When still under reduction, the lateral ligamentous complex of the elbow was reinserted and sutured with anchors in its insertion area using double-loaded sutures. On the medial side, the coronoid process fracture was reduced and affixed using the Hotchkiss approach with reinsertion of the anterior joint capsule, applying the pull-out method (Figs. 4 and 5 ).
Results
The immediate postoperative radiography revealed reduction and fixation of the bone fragments (Fig. 6 ). Three months after surgery, the patient was asymptomatic and resumed his daily activities without any limitation, having a flexion of 130º and extension of 0. He remains asymptomatic 2 years after the surgical procedure.
DISCUSSION
The elbow instability includes a large spectrum of pathological conditions that affect the biomechanics of the joint. The Osborne-Cotterill lesion is one among these conditions. It is an often forgotten pathology and easily overlooked. Undoubtedly, this lesion requires surgical treatment.
In this case report, we describe the therapeutic approach applied for a patient having a severe triad variant: a posterior dislocation of the elbow, with a fracture of the coronoid process, and a fracture of the external and posterior aspect of the capitellum with intra-articular damage. The latter was treated as an Osborne-Cotterill lesion, performing an open reduction and internal fixation of the fracture of the posterior capitellum and ligamentous repair with 3.0 anchors. At 3 months postoperatively, the patient had complete and pain-free mobility. The Osborne-Cotterill lesion is an infrequent pathology, and there are few case reports in literature that range from chondral capitellar lesions to large osteochondral defects with injury of the ligamentous complex and the joint capsule. These are rarely found as isolated lesions. It is imperative to include as possible pathology during diagnosis. Since these are small bone lesions, they may be underestimated even after suspicion; however, it is crucial to understand that a large ligament injury requiring repair may possibly accompany this small bone lesion. Numerous treatment options are available, but fixing the fracture and repairing the lateral ligamentous complex should always be attempted. More biomechanical studies of the lesion need to be undertaken in order to make biomechanical studies of the lesion and to perform a classification that will provide us standardization of the treatment and an optimum therapeutic approach. 
